coagulation screen, transfusion continued and two units of fresh frozen plasma (FFP) were given intuitively. At 15.20 the APTT was reported as 132 seconds and later results revealed an INR of 2.83, platelets of 95 x 10 9 11 and a fibrinogen level of 0.2 gll. The uterus had been packed firmly and blood loss had decreased. Two further units of FFP were given along with six units of platelets. When stabilized for transport she was transferred intubated and ventilated to the intensive care unit. Further FFP and cryoprecipitate were administered to correct the coagulopathy. The coagulation results are recorded in Table 1 .
Her recovery was complicated by an episode of pulmonary oedema at 21.45 and a tension pneumothorax following the insertion of a pulmonary artery catheter. Both conditions responded to appropriate treatment and weaning from the ventilator commenced overnight. She received a total of 13 units of red blood cells, 10 units of FFP, five units of cryoprecipitate and 12 units of platelets.
The patient was extubated the following afternoon and made an uneventful recovery, being discharged eight days after the episode. In the absence of any other cause, the coagulopathy was considered to be a variation of the presentation of amniotic fluid embolism associated with a rather precipitate delivery of a large infant.
Case 2
A 28-year-old woman (gravida 5 para 3) was admitted for induction of labour at 42 weeks. She was given a Prostin pessary containing 1 mg PGE 2 at 21.20, started to have regular contractions and was given 100 mg pethidine intramuscularly. Fetal heart rate monitoring showed a reactive trace with a baseline rate of 120 bpm. Approximately five hours later the contractions ceased. At 05.00 she had spontaneous rupture of membranes, draining liquor lightly stained with meconium, but still had no contractions. Thirty minutes later she suddenly had two strong contractions and the FHR fell to 90 bpm. At this point in time the patient was alert, orientated, normotensive, and receiving oxygen via a facemask. Vaginal examination revealed that the cervix was 4 cm dilated and it was decided to proceed to emergency caesarean section. En route to the operating theatre the patient became cyanosed, sweaty, and restless. Because she was struggling and acting aggressively, it was impossible to measure her blood pressure or oxygen saturation. A rapid sequence induction was performed using thiopentone 250 mg and suxamethonium 100 mg. Correct placement of the endotracheal tube was confirmed with capnography, although her initial end-tidal CO2 was low at 25 mmHg. Her Sa02 remained below 70070 despite being ventilated on 100% O 2 . The position of the tube was checked by laryngoscopy, and auscultation revealed good air entry bilaterally with no wheeze. Her inflation pressures were normal and there was no evidence of aspiration or equipment failure. Following induction she was hypotensive and had a sinus tachycardia of 130 bpm. Haemaccel was rapidly infused and she was given three boluses of ephedrine 6 mg following which her blood pressure increased to 110/65 mmHg, and her end-tidal CO2 rose to 40 mmHg. After delivery at 06.07, Syntocinon 10 units and morphine 10 mg were given intravenously. Atracurium 25 mg was given, she was maintained on 1% isoflurane in oxygen, and over the next hour her Sa02 gradually improved. As there was persistent bleeding from the wound and suture points, blood samples were taken for coagulation studies and a DIC screen. FFP and blood were requested. The diagnosis of amniotic fluid embolism was strongly suspected in view of the history and the experience of the previous case.
In the intensive care unit she was transfused with a total of 13 units of packed red cells, nine units of FFP, 18 units of platelets and 10 units of cryoprecipitate. Syntocinon was given by intravenous infusion. Her coagulation results were consistent with disseminated intravascular coagulation. A male infant weighing 3780g with Apgar scores of 2 at 1 minute, 5 at 5 minutes, and 7 at 10 minutes was delivered. At delivery the infant was limp and required intubation and ventilation initially, but subsequently made a good recovery. There was no retroplacental clot. Cord blood gas analysis revealed an umbilical vein pH of 6.83, Peo 2 of 101 mmHg and P0 2 of 130 mmHg (Table 2) . Her Sa02 returned to normal within two hours of delivery, and she remained intubated for two days postoperatively. Her initial chest X-ray was unremarkable. She remained cardiovascularly stable and had normal renal function. There did not appear to be any neurological deficit and she was eventually discharged home. No attempt was made to look for amniotic fluid material in blood samples.
DISCUSSION
The first patient we believe to be an example of the 10 to 150/0' of cases which present with disseminated intravascular coagulation alone, while the second patient presented with the more typical picture of cardiopulmonary collapse followed 'by a severe coagulopathy2.3,4. We are aware of another case of amniotic fluid embolism, confirmed at post mortem, which occurred in a neighbouring hospital in the preceding twelve months. The incidence may be greater than quoted. Awareness of the condition is ne'cessary to enable rapid resuscitation with appropriate blood products foflowed' by intensive care management.
